Introduction: Many patients receiving news of an unplanned pregnancy need not only a test result, but
Introduction
Patients receive the diagnosis of pregnancy from physicians and other health care personnel working in a wide range of specialties. In the US, a large proportion of patients with positive tests have mistimed or
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 OPEN ACCESS unwanted pregnancies. Further, rates of unintended pregnancy and abortion in the US are inversely proportional to socioeconomic status, and therefore constitute large health disparities in need of redress.
These patients need more than a test result upon learning of their situation. They need the initiation of pregnancy options counseling. As a result, the Association of Professors of Gynecology and Obstetrics has determined that all medical students should be able to perform this skill set at the "shows how" level of competency.
Clinical learning opportunities in this area differ significantly from institution to institution and clinical site to clinical site. Even when students observe or participate in options counseling, it cannot be assumed that these examples represent best practices. Indeed, anecdotal evidence suggests that patients experience substandard care as a result of widespread inadequate provider skills in this area.
Recognizing the absence of an objective structured clinical examination (OSCE) to support learning and assessment of this skill, one was developed. This OSCE has been regularly downloaded from MedEdPORTAL since its publication in 2012. However, the validity evidence for this OSCE consisted only of the input from family planning and communication skills experts located across the country. Also, it had no accompanying materials to support learning of the skill or rater training. Since its publication, new national directives and expert guidance on pregnancy options counseling have emerged. Given this, the current resource was created. We drew on these new directives and other resources to enhance the content validity and then generated additional validity evidence. We added an instructional module suitable for both primary learners and raters, as well as rater-training videos. The full details of the development of these materials are contained in separate publications reporting on the validity evidence and the learning outcomes.
The primary objectives of this online instructional module and OSCE are to provide medical students with foundational training in both delivering nondirective pregnancy options counseling and screening for domestic violence and reproductive coercion. We also sought to incorporate an opportunity for students to engage in personal values clarification around pregnancy continuation, abortion, and adoption.
Methods
The formative, 10-minute OSCE scenario involves a 24-year-old married woman presenting to an urgent care center with nausea and some vomiting, which she attributes to a stomach flu from her elementary school students (Appendix A). She is diagnosed with an early and unplanned pregnancy. The student must give her the diagnosis, and provide the patient with her options. The standardized patient (SP) responds to the news of the diagnosis with shock and emotional silence, later asking the student for input on the decision of what to do next.
Student Preparation
This exercise requires that students have prior training in patient-centered communication that includes basic nonverbal and empathic skills. At our institution, students undergo an extensive foundational communication skills curriculum during their first 2 years. This training emphasizing the NURS (naming, understanding, reflecting, and supporting) approach to empathic communication.
To prepare for the OSCE, students are given access to a 30-minute interactive module (Appendix B) through our institution's learning management system. The content outline of the online module has been published elsewhere. The module begins with background related to unplanned pregnancy in the US, including its basic epidemiology and public health importance. Next, students are led through a values clarification exercise, consisting of questions every provider should ask themselves about their personal feelings related to unplanned pregnancy and abortion. Finally, the module presents a seven-step approach to nondirective pregnancy options counseling: The OSCE is conducted as a formative exercise; students are notified that the only required preparation for the OSCE is viewing the online module. We believe this approach allows them to focus their energies on the genuine challenges of the encounter and their reactions to the patient, rather than concerning themselves with the consequences of a summative exercise. For more details on student preparation, please see Appendix C.
Rater Preparation
In our case, the lead author, Dr. Carla Lupi, trained faculty to rate the OSCE. The 2-to 3-hour rater-training session begins by giving raters an overview of the OSCE through review of the SP background information and script (Appendix J), the clinical scenario and student instructions (Appendix K), and the online module 
SP Recruitment Criteria and Training Methods
Any young woman of childbearing age is suitable for portrayal of the SP in this case. Because unintended pregnancy is common in the US, it is possible that women who have a variety of experiences around unintended pregnancy could apply. Some women, owing to lack of sufficient emotional support and/or counseling; and to a cultural climate that causes shame around their decisions especially regarding abortion and adoption, may find portraying this patient overly difficult. Therefore, any potential SPs should be informed of the content of the OSCE before any formal training begins and given the option to decline participation.
In our initial implementation of this resource, Dr. Lupi initially conducted the SP training session, although we have since transitioned to the use of an SP educator for this role. The SPs are given the SP background information and script (Appendix J), the clinical scenario and student instructions (Appendix K), and the OSCE checklist (Appendix L) for the training session, which lasts approximately 2 hours and is loosely adapted from methods developed by Wallace. After the SPs arrive to the training session, we allow them 5 to 10 minutes to reacquaint themselves with the scenario. Over the next 10 to 20 minutes, all questions from SPs about the scenario, background information, and script are fully discussed. Then, using Wallace's inside-out approach, we conduct a discussion using the following questions: 5. What is it like/will it be like for me to portray this patient?
We emphasize that none of these questions have right or wrong answers. The purpose of discussing answers to these questions is to better understand how the actor will portray the patient. To insure standardization, as part of the discussion we highlight challenges the SPs might encounter, such as the use of emotional silence. We have found the use of emotional silence to be one of the most difficult aspects of the SP performance. Some SPs struggle to remain silent upon hearing the news of pregnancy, while some used silence too often throughout the encounter. See Appendix J for the scripted response to news of pregnancy.
Once the discussion comes to a close, we give the SPs a 5-to 10-minute break to review the script again briefly and collect their thoughts. We then move to a mock encounter. The SP trainer portrays the student physician, beginning with a high-level of trainee performance. If there are other SPs participating in the training session, we ask them to take notes on the performance. We record the mock encounter for discussion later. We debrief after the performance and discuss strengths and weaknesses. We play back the mock encounter to facilitate debriefing. We then repeat the mock encounter, but this time with a lower level of trainee performance, and debrief again. See Appendix C for more details related to SP training.
OSCE Implementation
This OSCE was implemented among 46 third-year medical students completing their family medicine clerkship over a 6-month period. Two different SPs were used. Typically, the OSCE is held in a mock examination room with seating for the student and the SP (the session may also be implemented in a mock consultation room.) Five minutes prior to the start of the OSCE, students are given the clinical scenario and student instructions (Appendix K). They then have 10 minutes to complete the interaction with the SP. Students are given a 3-minute warning prior to the conclusion of the interaction. Immediately after completion of the OSCE, students complete a 5-to 10-minute student survey and self-assessment (Appendix M), followed by a 5-to 10-minute individualized feedback session with a faculty member.
Results
A statistical analysis was carried out to evaluate the quality of the OSCE. An independent t test was used to compare the average tally scores by SP. Following the methods of Pell and colleagues, the coefficient of determination, R , was used to examine the linear relationship between the checklist tally and the global rating scale, and intergrade discrimination was used to explore the average increase in the tally score corresponding to an improved grade on the global rating scale. A p value less than .05 was considered statistically significant. IBM's SPSS Statistics version 22 was used for analysis. To provide additional insight into the learning benefits of the OSCE, student comments related to perceived strengths and weaknesses during the encounter were extracted from their completed self-assessments.
As shown in the Figure, there was no significant difference in average checklist tallies between the two SP performances (t = 0.47, p = .644). The coefficient of determination, R , was .52, indicating "a reasonable relationship between checklist scores and global grades." The intergrade discrimination was 3.25, slightly greater than a tenth of the maximum available checklist marks (30 total), which adhered to the criteria recommended by Pell et al. During self-assessment, students reflected on the ways they successfully utilized methods in the online module for handling emotional silence and presenting options. Examples of comments highlighting students' self-perceived strengths of utilizing these methods during the OSCE included the following: "I thought that I identified and reflected upon the patient's emotions well. I think I also allowed the patient time to discover her initial feelings regarding the pregnancy." "I felt that I remained open and observant to the patient's body language and did a good job of matching her." "I think I remained calm throughout the different emotions the patient expressed, including allowing for silence." "Allowing for silence, redirecting the focus back to the patient, her emotions, and her well being." "I think I was careful about how I talked to the patient after giving her the news, making sure that the words I used were neutral. I also provided the patient with the different options and inquired about her thoughts on each one." Areas self-identified by students as needing improvement involved the use of proper terminology and improving their responses to difficult emotional encounters in the future. Examples of comments highlighting students' self-perceived weaknesses during the OSCE included the following: "I used the word baby twice. . . . I should have used the term 'pregnancy.'" "Be more confident, explain options in better detail." "Work around ways to be less awkward in my delivery of questions/comments and work on providing more supportive verbal feedback." "Feeling more comfortable with delivering life-changing news. I noticed I felt awkward because it was new for me." "I can improve on responding to the patient's emotional reaction. My biggest fear was that she would start to cry. I think I could improve responding to her emotional cues instead of trying to guide the conversation."
Validity evidence related to the OSCE checklist and research on additional learning outcomes related to the online module has been published elsewhere. The content validity of the evaluation tool was affirmed and had strong internal structure. Cronbach's alpha for the checklist was .71. Student reaction to both the module and the OSCE experience was highly positive. Sixty-four percent strongly agreed and 36% agreed that the online module helped prepare them for the SP exercise. Nearly all students agreed with the statements "Participation in the SP exercise increased comfort with my skills in nondirective options counseling" and "Participation in the SP exercise increased my moral comfort with nondirective options counseling." Discussion OSCE implementation is ongoing as a mandatory, formative exercise at our institution within the family medicine clerkship, and the large majority of students continue to express the perceived value of practicing this challenging skill set in a simulated environment as a formative exercise. Since initial implementation, we made the decision to have SPs provide feedback and continue the exercise as a purely formative one. To accommodate this, SPs have undergone feedback training by our SP educator. This 1-hour session consists of viewing rater-training videos, a brief review of recommended feedback practices, and role-play of feedback specific to the examinee in the training videos. SPs use the OSCE checklist to guide the content of their feedback. The SP educator provides feedback on the feedback after each role-play. See Appendix C for details related to training materials for delivering feedback.
These materials are also adaptable for use at institutions with limited resources. The online module may be used for guided self-study. Educators may then follow this with any number of activities to develop knowledge, skills, or awareness, including discussion or role-play with observer/faculty feedback. The module can also be used for viewing prior to observing or participating in a reproductive health setting.
Students at our institution have requested a full video example of an ideal encounter to view in preparation. Although the module already contains significant scripting, we declined to do this out of concern for overscripting students and potentially encouraging a rote approach. In addition, the educational literature does not currently support the use of clear performance models for enhancing simulated performance of communication skills, and requiring review of a model would increase preparation time without clear benefit. Because the rater-training materials include a clear performance model and others, educators using our materials can easily choose to make these available to students for preparation.
Furthermore, items 5a and 5b in the checklist, standard elements in training for giving bad news, may not always be applicable. These items can sometimes feel forced, an issue that arises in other OSCEs assessing communication skills. Depending on variations in the interaction between the particular SP and examinee, they may or may not contribute to a positive outcome for the patient. While we do not know how this patient will respond to the news, the student should at least anticipate a higher probability of negative response based on the fact that the patient is taking oral contraception. With this higher probability, the student should attempt to deliver the news as sensitively as possible. Strategies on giving bad news offers a way of doing this respectfully, even when the news is ultimately received positively.
Our own data continue to demonstrate some learner difficulty with asking about intimate partner violence and even greater difficulty asking about reproductive coercion. We plan to conduct semistructured interviews and/or surveys to explore the underlying reasons and ask for suggestions to help students overcome these difficulties, with the goal of either revising the module, adding to the suite of materials as necessary, or considering options for better addressing these gaps at other points in our curriculum.
Limitations of the OSCE itself include the fact that further validity evidence is needed before its use as a stand-alone tool in summative decision making. We do believe that at its current level of validity, performance data from this single encounter can contribute significantly to the longitudinal portfolio for assessment of advanced communication skills. Performance on this OSCE can also contribute data toward the first of the Association of American Medical College's Entrustable Professional Activities, to gather a history and perform a physical examination, as the OSCE offers an opportunity to demonstrate awareness of potential bias and the ability to obtain elements of a focused, pertinent history in an urgent setting (e.g., intimate partner violence and reproductive coercion). We hope to explore modifications to the global rating scale based on a shared mental model of the outcomes from the patient perspective (e.g., empowerment toward decision making based on her own values and respect) that might not only improve on the reliability already achieved, but focus the assessment on the ultimate goal of the exercise which is to improve patient outcomes. Generalizability could be improved by obtaining input from emergency room physicians, another group of providers who commonly face this clinical challenge.
